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Background: In Burkina Faso, Ghana and Tanzania strong efforts are being made to improve the quality of
maternal and neonatal health (MNH) care. However, progress is impeded by challenges, especially in the area of
human resources. All three countries are striving not only to scale up the number of available health staff, but also
to improve performance by raising skill levels and enhancing provider motivation.
Methods: In-depth interviews were used to explore MNH provider views about motivation and incentives at
primary care level in rural Burkina Faso, Ghana and Tanzania. Interviews were held with 25 MNH providers, 8 facility
and district managers, and 2 policy-makers in each country.
Results: Across the three countries some differences were found in the reasons why people became health
workers. Commitment to remaining a health worker was generally high. The readiness to remain at a rural facility
was far less, although in all settings there were some providers that were willing to stay. In Burkina Faso it appeared
to be particularly difficult to recruit female MNH providers to rural areas. There were indications that MNH providers
in all the settings sometimes failed to treat their patients well. This was shown to be interlinked with differences in
how the term ‘motivation’ was understood, and in the views held about remuneration and the status of rural
health work. Job satisfaction was shown to be quite high, and was particularly linked to community appreciation.
With some important exceptions, there was a strong level of agreement regarding the financial and non-financial
incentives that were suggested by these providers, but there were clear country preferences as to whether
incentives should be for individuals or teams.
Conclusions: Understandings of the terms and concepts pertaining to motivation differed between the three
countries. The findings from Burkina Faso underline the importance of gender-sensitive health workforce planning.
The training that all levels of MNH providers receive in professional ethics, and the way this is reinforced in practice
require closer attention. The differences in the findings across the three settings underscore the importance of
in-depth country-level research to tailor the development of incentives schemes.
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Across Sub-Saharan Africa progress in the reduction of
maternal and neonatal deaths remains insufficient. It is
increasingly recognised that this is both caused by, and
reflects, weaknesses in entire health systems [1,2]. In
Tanzania in East Africa, and Burkina Faso and Ghana in
West Africa the maternal mortality ratios are estimated to
be 790, 560 and 350 per 100,000 live births respectively [3].
The figure is lowest in Ghana, which is also the only coun-
try of the three that is making progress towards attainment
of the fifth Millennium Development Goal (MDG). Neo-
natal death rates are around 30 per 1000 live births across
the three countries [4]. Poverty levels vary across the coun-
tries: Ghana is a low middle-income country with a gross
national income (GNI) per capita of $1,230. Tanzania and
Burkina Faso are both low income countries with GNI per
capita of $530 and $550 respectively [5]. Approximately
83% of the population of Burkina Faso is classified as poor
using the multidimensional poverty index, compared to
66% in Tanzania and 30% in Ghana [6].
All three countries are engaged in efforts to improve
maternal and neonatal health (MNH) care. These in-
clude measures to raise the number of facility-based de-
liveries and increase the availability of Emergency
Obstetric Care [7-9]. However, these measures and the
overall quality of MNH care are beset by challenges,
many of them human resources related. All three coun-
tries face critical shortages of skilled health staff. The
most recent WHO estimates for the number of nurses
and midwives per 10,000 population are 9.8 in Ghana,
7.3 in Burkina Faso and 2.4 in Tanzania [10]. Moreover,
in all three countries the distribution of such staff is
skewed towards urban areas, although in Ghana just
over half, and in Tanzania and Burkina Faso the majority
of the population continue to reside in rural areas [11].
Medical doctors are even scarcer in rural areas, with
many preferring to work in urban areas at higher level
facilities, in the private for profit sector or in other
countries [12]. The reasons for the shortages of human
resources for health are many and include the brain
drain. The estimated expatriation rate in 2000 for med-
ical doctors born in Ghana but working in the OECD
countries was 31.2% and 24.9% for nurses, compared to
55.3% for doctors and 6.8% for nurses from Tanzania,
and 7.6% for medical doctors and 0.3% for nurses from
Burkina Faso [13]. Data capturing the regional brain
drain, for example, of health staff from Tanzania to
Botswana or South Africa [14], or from Burkina Faso to
Cote d’Ivoire [15] is less readily available.
All three countries are working to scale up the numbers
of available staff, as well as to improve skills levels. More-
over, there is recognition of the need to address the issue of
health worker motivation. There is general agreement re-
garding the benefits associated with a motivated healthworkforce; motivated staff are more likely to apply their
knowledge to the actual delivery of clinical care, minimizing
the so-called ‘know-do gap’ [16,17]. Luoma (2006, p.3) ob-
serves that ‘enhanced worker motivation leads to improved
performance’ [18]. Policy attention in these three countries,
and beyond, is focused upon how the motivation of health
workers in low-resource settings can be improved, includ-
ing through the introduction of incentives, and there is an
interest to expand the knowledge base in this regard.
The work of Franco et al. [19] offers a useful point of
reference for studies into motivation in developing coun-
tries [19]. Their conceptual framework facilitates a broad
exploration of the different levels that can affect health
worker motivation - spanning policy, organisational, com-
munity and individual level influences. This multi-level ap-
proach underpins the current study which explores MNH
provider views about motivation and incentives at primary
care level in rural Burkina Faso and offers some compari-
sons to views amongst the same group of providers in
Ghana and, to a lesser extent, in Tanzania. The findings
from Tanzania have been reported upon separately [20].
Involvement in this study was based, at the institutional
level, on long-standing relations and cooperation. However,
the final selection of the three countries in Sub-Saharan
Africa was ultimately made to facilitate comparison: They
span the East and West of the continent and have distinct
ancient and recent histories, although these cannot be
explored in detail here. Burkina Faso uses French as the
official language, Ghana uses English and in Tanzania
Kiswahili has been established as the national language.
Moreover, the countries have varying levels of poverty, are
distinctly affected by the brain drain and are making differ-
ent levels of progress towards MDG 5.
In all countries the study area comprises remote, disad-
vantaged and predominately rural districts - Lindi Rural
and Mtwara Rural in the South of Tanzania, Nouna and
Solenzo in the North-West of Burkina Faso and Builsa
and Kassena-Nankana in North-Eastern Ghana.
This study was conducted in the frame of the QUALMAT
research project which seeks to improve the quality of
MNH care. It was undertaken to inform work package 5
which explores the role of provider motivation in the quality
of such care. The QUALMAT project will, amongst other
interventions, pilot incentive schemes at rural primary level
facilities. The main research questions were: which fac-
tors motivated these respondents to join the health pro-
fessions; what is understood by the term motivation;
what influences their motivation, job satisfaction and
the quality of their care; which incentives do these pro-
viders themselves suggest.
Methods
The concept of motivation has been shown to be closely
intertwined with socio-cultural context [21]. Therefore
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dress the research questions. In-depth interviews were
the methodology of choice. Respondents were the pro-
viders of maternal and neonatal care at primary care
level and their managers at facility, district and national
level. The selection of respondents from all levels of the
health system was undertaken in reference to the multi-
level framework of Franco et al. [19]. The process of
elaborating the topic guide is described in detail with the
Tanzania findings [20]. In short, a draft was prepared
based upon the literature and the authors’ previous ex-
perience. Care was taken to include questions relating to
all the levels of possible influence suggested by Franco
et al. [19]. The draft was further developed in a partici-
patory process involving psychologists, social scientists
and health workers from the three countries concerned.
Experienced, local, qualitative researchers were selected
to take the interviews. The topic guide was kept quite
structured and a streamlined methodology preferred be-
cause of the interest to gain an impression of the simi-
larities or differences between the findings generated
across the three settings.
A series of meetings were arranged to make it possible
for the research team to work together despite being
based in different countries and communication being
both in English and French. At the first, pretest results
were reviewed and the topic guide finalized in English.
Consensus was reached on how the interviews would be
approached. Moreover, decisions were taken to record
the interviews if the respondents agreed and, in the case
of Tanzania, to translate from Kiswahlili to English dur-
ing transcribing. An introduction was given to the soft-
ware NVivo9W as a tool to facilitate the coding and
analysis process (QSR International Pty Ltd, 2007). This
software was already in use at two of the institutions in-
volved meaning support could be provided. At this stage
a main coder (first author), with previous experience
and familiarity with all the languages involved, was iden-
tified. It was further agreed that the main coder, being
highly familiar with the Tanzanian context, would under-
take preliminary coding of that data set and the further
coding rounds for all three data sets. Preliminary coding
for the Burkina Faso and Ghana data sets would be
undertaken by the interviewers themselves.
After the first meeting, the topic guide was translated
into Kiswahili and French. The back translation method
and pre-tests were used to ensure quality. A short instruc-
tion document was drawn up for use in all the settings.
The interviewers then set about generating the data. In
each country the sampling framework was purposive, fo-
cusing on the intervention and non-intervention districts
of the QUALMAT study, and on primary level facilities.
Health centres with a maternity unit and located over
10 km from a town were defined as rural. A total of 35interviews were held in each country with 2 policy level
informants, 4 district and 4 facility level managers and 25
health providers involved in delivering MNH at PHC level.
Given that the human resources situation is known to be
particularly poor in primary facilities in rural areas in all
the countries the emphasis was put upon the staff found
to be delivering MNH on the ground and not upon their
profession. From now on these will be referred to as
‘MNH providers’. In each country 5 MNH providers from
the private sector were also included to capture their
views. In Tanzania and Ghana these respondents came
from faith-based facilities. In Burkina Faso there were no
private facilities in the study districts, so these respondents
were sought from a private for profit facility located in
Bobo-Dioulasso. The sample size was decided in keeping
with the intention to gain an in-depth insight into pro-
vider views and perceptions [22]. Across all the countries
the interviews took place between June-July 2010. They
were pre-arranged and conducted away from the work en-
vironment after duty hours, taking approximately 2 hours
each. The interviewers transcribed the data themselves to
maximize accuracy. All those agreeing to take part signed
consent forms. Willingness to take part in the study was
high, with none of those approached refusing to take part,
and only one respondent in Burkina Faso and one in
Ghana preferring notes to be taken instead of the inter-
view being recorded.
At the second meeting time was spent to read through
and reflect upon the transcripts. These were then uploaded
into a single database separated into three country datasets.
After a discussion on the general approach, the process
of preliminary coding was commenced. NVivo was then
used to undertake inter-coder reliability testing. All the
responses to selected segments of the topic guide from
Burkina Faso, and afterwards from Ghana, were coded by
the main coder and the county interviewer. In both cases
the results were compared and any areas of disagreement
jointly examined. This process was continued until Cohen’s
kappa scores were in the range of 0.7 or above. This score
indicates substantial levels of agreement [23].
The preliminary coding was completed after the re-
searchers returned home, the data sets uploaded from the
different sites and then inserted back into the main data-
base. The next coding stages were all carried out by the
main coder to avoid further inter-coder reliability issues.
These involved working systematically through each coun-
try data set, looking for unprompted comments to the
various topics and then ‘cross coding’ them to all the loca-
tions where they fitted thematically. Next in-depth analysis
was undertaken; the themes were broken down and cross-
cutting issues and patterns sought and discussed in
country-teams. Finally, the three datasets were merged to-
gether and a last round of cross-country analysis under-
taken. During the process of writing up the findings the
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French to English. Statements that are indicative of gen-
eral tendencies in the responses have largely been selected
for quotation.
Ethical clearance was granted by the Institutional Re-
view Board at the Navrongo Health Research Centre (ID
NHRCIRB 085) for Ghana; the Muhimbili University of
Health and Allied Sciences Ethical Review Committee
(ref no. MU/AEC/VOLXIII/96) for Tanzania and the
Ethics Committee for Health Research for Burkina Faso
(ref. 2010.05/CLE/CRSN).Results
The type of providers found to be delivering MNH care at
primary level in rural areas across the three countries var-
ied. In Ghana the providers were largely midwives, nurse-
midwives or community health nurses. In Tanzania, most
fell into the categories of nurse-midwife, nurse or nurse
attendant. An overview of the respondents from Burkina
Faso is provided in Table 1. In Ghana and Tanzania most
MNH providers were female, in Burkina Faso 13 of the
25 MNH providers were female and 12 were male. An
important proportion of the MNH providers were made
up of lower cadres in Tanzania (nurse attendants) and
Burkina Faso (auxiliary midwives). In all three countries
women were under-represented at the managerial levels,
particularly so in Burkina Faso.Choice of, and commitment to, profession and rural
workplace
In all three countries, many described being drawn to
their profession by a sense of vocation. In Burkina Faso
there were also widely held views that health work was
honourable and that a good health worker would leave
a positive legacy and be well remembered. A very strong
sense of duty was attached to helping ones’ fellow
Burkinabes. Some respondents reported joining their
profession to be able to improve the health of their fam-
ily and neighbours. Concurrently, frequent mention was
made of the importance of having secure employment,
which the policy level respondents considered to be an
influence of ever increasing importance. Several very ex-
plicit and pointed references were made that the salary
had not been a reason for becoming a health worker.
Such strong sentiments of health work being a duty,
almost a moral obligation, were echoed in the views of
providers working in the faith-based sector in Tanzania,
“It is my duty to help the poor. It is here where the mis-
sion works that the community is in need. When joining
we were asked to write a letter saying why we would like
to become a nurse. I wrote that this is a good job, a way
to serve other people and God” (Nurse 2, female, faith-
based facility, Tanzania).In Ghana the wish to serve one’s people was not only
cited as a reason for joining the profession, but also as a
reason not to emigrate. Moreover, in contrast to the re-
sponses from Tanzania, considerable admiration and status
was attached to being a health professional. The responses
from all three settings indicated that professional expecta-
tions were more likely to have been met amongst those
with a clearer understanding of health work, due to a rela-
tive or acquaintance already being engaged in such a role.
Across the three countries most of the respondents de-
scribed having been assigned to, rather than having
chosen, their rural posts. Rural posts were associated with
problems. In Burkina Faso and Tanzania these included
the availability and cost of water and electricity, the dis-
tance to one’s family and being poorly informed about
new developments in the health sector. The respondents
in Burkina Faso considered living conditions in rural areas
to be greatly inferior to those in urban areas. The re-
sponses from Ghana indicated that although many pro-
viders had staff housing, there was resentment about the
size, state of repair or furnishings, and whether the houses
were in keeping with their positions. Rural facilities were
generally portrayed as being out of touch, unfashionable
and offering few opportunities, “There are so many prob-
lems here in the village. You can even see that the col-
leagues in town look better than you. Look at my hair-style.
I don’t resemble those smart colleagues in town. That is the
truth I am telling you. Sometimes you will meet colleagues
in town and they will ask what you are doing there and if
there is nothing to do at the health centre. It is like they
think you are lazy, or even that you don’t have the right to
go to town” (Midwife 5, female, public facility, Ghana).
Commitment to remaining a health professional was
generally high across all three countries. Commitment to
rural posts seemed strongest in Tanzania, despite the com-
plaints. In Burkina Faso this commitment appeared to be
time-bound, with frequent reference made to staff turn-
over. The majority of the respondents were in the age
range 20–39 years, with very few older staff. Three of the
four district level respondents from Burkina Faso were
medical doctors. All of them referred to better working
conditions in neighbouring countries and reported that
they would consider emigrating.
Many of the respondents from Ghana indicated that
they would prefer to leave for an urban position. The
strong sense of being professionals and wanting to get
ahead fitted uneasily with rural postings which were per-
ceived to lack incentives and status, “There is no motiv-
ation to stay in rural areas, none at all. We are supposed
to get something for the deliveries but the amount is very
negligible. For now it is 10% of the delivery cost, about GH
¢9.90 and 10% of that is less than GH¢1 which cannot
even buy a bottle of malt [fizzy drink]” (Midwife 8, female,
public facility, Ghana). Several respondents described
Table 1 Profile of the in-depth interview respondents from Burkina Faso
Function Sector Age in years Sex






Public Private 20-29 30-39 40-49 50-59 Female Male
Human Resources Advisor One of the policy level respondents had
a none-health background which was
not further explored.
1 1 1 1
Medical Doctor A level education (7 years of secondary
school), plus 6 years of university level
training and 1 year internship.
3 3 3 3
Registered Nurse
(Infirmier Diplômé d’Etat)
2 years pre-service training open to
those who have completed 7 years
of secondary education in receipt
of a certificate.
4 8 8 4 2 9 1 1 11
Midwife
(Sage-femme)
3 years pre-service training open to
those who have completed 7 years
of secondary education. (Auxiliary
midwives can also upgrade by
undertaking 2 years more training).
1 4 4 1 1 1 1 2 5
Male Midwife
(Maïeuticien d’Etat)
3 years pre-service training open to
those who have completed 7 years
of secondary education.
1 4 5 2 1 2 5
Auxiliary Midwife
(Accoucheuse Auxiliaire)
2 years pre-service training open to
those who have completed 4 years
of secondary education.
8 8 3 3 2 8
Community Outreach Worker
(Agent Itinérant de Santé)
2 years pre-service training open to
those who have completed 4 years
of primary education.
1 1 1 1
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workers having taken to drinking. None of the respon-
dents mentioned planning to shift to the private sector,
but several stated that opportunities to engage in add-
itional work at private health institutions were easier to
come by in towns. Whilst the policy level respondents
talked about health workers from Ghana seeking to go
abroad, the respondents from the other levels of the
health system expressed no such intent. In all three set-
tings there were some providers who demonstrated strong
commitment to their rural posting. Most of them origi-
nated from the area, or appeared to have made a decision
to settle there.
Understandings of motivation
In Burkina Faso motivation was described as follows,
“When I think of motivation I think of stimulation. It is a
thrust to act, a drive that pushes you ahead. Motivation
can be financial, verbal or moral. Without this thrust
you cannot be efficient and get results” (Registered Nurse
2, male, public facility, Burkina Faso). Several specific-
ally stressed the non-financial nature of their under-
standing. When referring to their own motivation,
most of the respondents described themselves as being
fairly motivated. The staff that mentioned having en-
tered the professions to be useful to their own rela-
tives and neighbours described themselves as being
well motivated.
In Tanzania, the understandings of motivation were
mixed. Whilst some respondents referred to aspects
such as the motivating effect of appreciation and
praise, the overall, dominant theme was of motivation
being a positive incentive given over and above ones
salary [20]. Similarly amongst the responses from
Ghana, the understanding of motivation was generally
of it being something external that was done or given,
and often of it being something tangible. “Motivation
is about giving someone something extra for good work
done. It shows that it is noticed when they have worked
late and spent less time with their family. If at the end
of the month we get something outside your salary, it
will motivate us more to work harder” (Midwife 2, fe-
male, public facility, Ghana).
The responses from Ghana also made reference to the
importance of health workers having ‘an inner drive’, but
this was not perceived to be part of motivation, “I would
say that we are not motivated. Our salary is too low for
that. As a health worker a fellow must have the inner
courage that this is what he want to do to keep going des-
pite the challenges (Facility In-charge, Medical Assistant
1, Male, public facility, Ghana).
Glimpses of more intrinsic dimensions to the under-
standings were also revealed “My motivation is actually
low. In fact there is none. But my in-charge, she willalways say ‘today you have done well’ which in itself en-
courages me to work harder” (Midwife 9, female, public
facility, Ghana). “I think my motivation is fair because of
my clients. They appreciate what I do for them, some
come to thank me, others pray and ask God to give me
blessings. That one is my real source of motivation” (Mid-
wife 4, female, public facility, Ghana). However, overall
the responses from Ghana and Tanzania generally de-
scribed MNH provider motivation as being fair or low.
Job satisfaction
Across all three countries the respondents indicated that
MNH providers experienced a reasonable degree of job
satisfaction. The reasons for this were largely intrinsic,
most notably client appreciation. The providers in Burkina
Faso who had remained in a rural area for a long time de-
scribed themselves as being very satisfied, “I can say yes, I
am extremely satisfied because I am from here and I am
used to these people. I have a close collaboration with the
mothers and their children. Now, those babies to whom I
gave life have grown up. They are now coming here to de-
liver their own children, and this is a pretty sight” (Mid-
wife 3, female, public facility, Burkina Faso).
The responses from Ghana showed that, beyond client
appreciation, job satisfaction was derived from the pride
MNH providers took in their work, as well as appreciation
from managers and good team relations. Across the three
countries, the providers reported their managers taking
only a limited interest in their satisfaction. Moreover, the
policy level respondents all considered MNH providers to
experience only low levels of job satisfaction.
Working conditions
Across all the three countries, working conditions were
described as difficult and the MNH workload as particu-
larly heavy, in part due to the lack of staff that were
trained in this area. The specific challenges of caring for
neonates were only mentioned in Ghana. The responses
from the other countries focused very much on the ma-
ternal aspects. Moreover, strong concerns about the oc-
cupational risks of their work spanned the countries, as
did appreciation of any steps taken to address them.
In Burkina Faso, despite the many references to being
part of a team, other health staff were portrayed as being
reluctant to become too involved in MNH tasks and the
complaints about MNH workload stemmed predominately
from female midwives and auxiliary midwives. In Ghana,
divisions of labour were shown to be strong, with the differ-
ent professions prescribed precise roles. In Tanzania the fa-
cility managers described how under-qualified staff were
being used to fill gaps in the delivery of MNH care [20]. In
the responses from Tanzania, and to a lesser extent Ghana,
the more highly skilled complained about the habits of
other staff and the mistakes they made. The providers who
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could step in for other health workers no-one could step in
for them.
Management
In Burkina Faso the role of facility managers appeared to
be facilitated by a strong sense of discipline and work
ethic, “All of us Burkinabe, first we are workers. Even our
farmers rejoice at their work in the field. So when my su-
perior puts their trust in me then I must answer to that
trust. I must work hard and not cause disappointment”
(Midwife 1, male, public facility, Burkina Faso). The views
of managers appeared also to be broadly respected and
their appreciation was considered encouraging, as was be-
ing given more responsibility.
Little attention was afforded to the appraisal process or
to job descriptions. Several respondents reported being in
their posts for close to 2 years and not yet having been ap-
praised. Job descriptions appeared to generic and were not
considered to match the actual demands made. Despite
the reported high levels of staff turnover, good relations
between staff were repeatedly mentioned, “I feel comfort-
able working here…….. In most instances I can rely on my
experience. But if I am not sure then I do not worry but
ask my colleagues for their help” (Auxiliary Midwife 6, fe-
male, public facility, Burkina Faso). Supervision carried
out well by those from higher up the system was consid-
ered very encouraging. However, most of the respondents
resented the infrequency and haste with which district
staff undertook supervision at facility level.
In Tanzania the responses showed the position of facil-
ity managers to be highly challenging. Many of the pro-
viders considered their managers to be unsupportive and
attached little value to their feedback [20]. This may re-
flect on the failings described in the processes of super-
vision and performance appraisal, both of which were
considered discouraging, as was being given more re-
sponsibility. Several respondents described difficulties in
getting all the team members together to conduct super-
vision. There were references from older respondents
from both public but particularly faith-based facilities
that discipline was no longer as it used to be, “When I
trained we obeyed the matron. It didn’t even need to be
said. If they told us to do a task then we got on and we
did it. Now people answer back and complain. Even if
they say yes, later you can find that the task is still not
done. Some are even rude and refuse outright” (Nurse-
midwife 4, female, faith-based facility, Tanzania).
From the responses in Ghana it emerged that winning
the approval of managers was extremely important, not
least for getting a good appraisal and future promotion.
The interviews were marked by a strong sense of com-
petition, “I just focus on doing my work right. Everywhere
I work this is what I do. I was once give the prize for thebest health worker in the region. Of course this makes the
other staff envious and they talk badly about me, they
mock….[pauses]..I have been through that but I don’t lis-
ten. In the end that sort of human jealousy cannot actu-
ally harm us” (Midwife 4, female, public facility, Ghana).
Situations were revealed where staff preferred to keep
quiet if they were unsure, “If you don’t know something
it is better just to try and solve it on your own. If you ask
the others they can just laugh. They ask where you went
to school or tell you to improvise. So I stopped asking.
There is no way they will help you” (Enrolled Nurse 1, fe-
male, public sector, Ghana).
Some of the providers mentioned having managers that
worked alongside them and described this as extremely
encouraging. However, not all managers were referred
to with respect. There were criticisms about them using
their position to avoid hard work, of their indulging
in favouritism or being frequently absent. Almost all the
providers reported discouraging experiences of award
ceremonies, describing how the ‘wrong’ staff were chosen
and decorated.
Community relations
In Burkina Faso some facilities were reported to be well
used but others were not. There were examples of poor
communications, and a language barrier, between pro-
viders and the Dioula-speaking communities, “Some-
times we have dealings with patients who do not have a
good understanding of the processes here. When it comes
to discussions about referral or payments it can be very
difficult. They can also make associations that are not
correct – they may think ‘this is the one who injected my
child and then it died’. As providers we have to explain
things very well to the people so they can understand”
(Midwife 4, male, public facility, Burkina Faso). Refer-
ences to the language barrier also marked the interviews
from Ghana. Across all three countries there were indi-
cations of social distance between communities and
staff, including descriptions of younger staff from differ-
ent parts of the country failing to show sufficient respect
to older patients.
This notwithstanding, appreciation from the commu-
nity encouraged the respondents from all three settings,
“Seeing those who came for services again and hearing
them say thank you goes straight to the heart. I remem-
ber a woman thanking me for helping her deliver. This
woman had very little but she gave me some eggs. It was
really motivating to be appreciated so warmly” (Auxiliary
Midwife 2, female, public facility, Burkina Faso).
Anxieties at work
In Burkina Faso anxieties included concerns about being
separated from ones family, inability to treat some pa-
tients, as well as being bribed to favour certain patients
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of the providers that they suspected their facility man-
ager of being involved in financial corruption. Moreover,
some male providers had concerns about working in
MNH in conservative, rural areas. “Once I was attacked
by the husband of a patient who believed I had assaulted
her. This really affected me. You often find yourself alone
in front of women in this job and there are often situa-
tions that are uncomfortable” (Midwife 1, male, public
facility, Burkina Faso).
In Tanzania the anxieties also included workload, as well
as being blamed by the community for issues that were
out of the providers control - even being accused of theft
when supplies ran out - and being overlooked for semi-
nars. In Ghana they concerned favouritism, when supe-
riors abused their power, infrequency of promotions,
suspicions between team members as to how hard people
work, and being left to work at a facility completely on
one’s own.
Across the responses from all the countries, many of
the providers were shown to be uncertain about who to
turn to regarding such concerns.
Remuneration
In Burkina Faso a proportion of the respondents, particu-
larly females and lower cadre workers, showed a degree of
acceptance of their salary. Many described earning enough
to cover their basic costs and appeared to put their wage in
the context of the country’s general economic situation
“Well, I think it's better to be honest given the problems
facing Burkina. I am satisfied with what I receive at the
end of the month. I find it acceptable, since I manage to
solve my problems with this salary” (Auxiliary Midwife 13,
female, public facility, Burkina Faso). There was also agree-
ment that salary levels were transparent, that everyone
knew how much the different cadres were paid and that
salary payments were made on time. However, amongst
the more senior respondents frustration was revealed,
“Is this even worth talking about? There will be no change
until after we have died. The government doesn’t listen and
can’t do anything. In Burkina we are simply poorly paid”
(District manager, medical doctor 1, male, Burkina Faso).
The respondents from Tanzania and Ghana all com-
plained repeatedly that their salary was too low and not
in accordance with the level of responsibility or volume
of work that was expected. The respondents of both coun-
tries expressed concerns about the intransparency of salar-
ies and there were suspicions that other colleagues might
be earning more. The facility in-charges from Tanzania
complained that their additional managerial function was
not properly remunerated.
When asked about the link between salary levels and
performance, the respondents in Burkina Faso described
that it was up to their superiors to make this link byacknowledging when they worked well. The responses
from Tanzania and Ghana considered the link to be miss-
ing, according it greater attention, “The Government
should set aside a fund just to motivate health workers. It
is not your salary because that goes with the job and you
are sure of it every month. Besides, I may be working hard
and another may be lazing about and at the end of the
month, we collect the same salary” (Community Health
Officer 2, female, public facility, Ghana). Indeed, a view
emerged that some providers expected to receive some-
thing additional to their salary to actually work well.
Quality of care and performance
In Burkina Faso a theme that emerged amongst the ref-
erences to quality was that of the ideal and reality. There
was a strongly held view that what was written in policy
documents did not apply to rural realities, “I will not re-
turn to the definition given in the health schools there eh!
This is care given by highly skilled health workers who
work under flawless conditions. Is this what we have
here? No! In all the papers it is the same. The definitions
are like a song. We find it everywhere. But here it is no-
where, there is nothing like it” (Facility manager, Regis-
tered Nurse 5, male, Burkina Faso).
Across all the countries the responses showed the
MNH providers to be very clear that the goal of their fa-
cility was to deliver care to the community and there
was much agreement that community use of services
was a measure of quality. Respondents in all the coun-
tries agreed that in rural areas one’s level of competence
was quickly exposed and that this effect was magnified
in the area of MNH [20].
Interpersonal relations
In Burkina Faso, beyond frequent reference to serving
the community and the anxiety caused when patients
could not be helped due to failings of the health system,
indications emerged that the providers themselves did not
always treat patients to the best of their ability. Several
providers showed frustration with certain community be-
haviours “These women insist to try and deliver at home.
This is something that we discuss at village meetings. Yet
still it happens. They only come here when things go wrong.
In such cases I do not hesitate to scold them” (Auxiliary
midwife 4, female, public facility, Burkina Faso). Repeated
mention was made of there being ‘other colleagues’ whose
main interest was not to treat patients but rather financial,
“There are health workers whose primary objective is to
make money. Compare this to health workers with a sense
of vocation who will do anything to improve the quality of
care. This has effects on the professionalism throughout”
(District manager, medical doctor 3, male, Burkina Faso).
It was further mentioned that when providers came under
financial pressure, for example, when loans had to be
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There were also hints that frustrated health workers might
take things out on the patients. “If the colleague is strug-
gling to meet some costs and his work is heavy and the roof
of his house is leaking, then all of this will play on his work.
Someone who is angry all the time about things that
are out of reach….this person can pour his anger on the
patients! He will not greet kindly. He does not even
care whether the treatment has any effect. At this time he
does not even want to work” (Facility manager, Registered
nurse 8, male, public facility, Burkina Faso). This may be
reinforced by the view that health workers were entitled to
respect from patients, which seemed to be understood as
obedience. “There are times when you will ask a woman to
be quiet, but if she persists you might give her a little slap
to remind her to do as you say. To remind her that it does
not make a good impression to others who hear screams
come from the facility” (Auxiliary midwife 7, female, public
facility, Burkina Faso).
Reflections of similar views were also found amongst
the responses from Tanzania; there were hints that pro-
viders overrode patient’s wishes when it came to the need
for referral, and of patients being blamed inappropriately.
There was talk of there being colleagues nowadays who
lacked concern for the patients, “One has the impression
that these days people are becoming health workers for the
money and to have a job. That love of the profession is no
longer the same. They do not work for the welfare of mater-
nal health so it is hard to admire them. It disappoints me
a little” (Enrolled Nurse Midwife 1, female, public facility,
Tanzania). Several managers noted that to get things done
one had to allocate the tasks to staff by name to make it
clear that they were personally responsible.
In Ghana, there were repeated complaints that younger
health workers were more interested in money and in
competing with one another than in caring for the pa-
tients, “You know, these young nurses are just interested in
money. They are angry now that everything is free at the
health facility for those who are insured, ANC, childbirth,
child welfare side all the activities there are free. But some
of them will still maneuver to take something small from
clients” (Midwife 4, female, public facility, Ghana). Some
of the providers drew attention to the importance of their
faith in not being drawn into such behaviours.
Incentives
Across all three countries respondents suggested the fol-
lowing financial incentives: salary increase, (increased)
rural allowance, greater possibilities to attend seminars,
payment of overtime and leave, access to loans at good
conditions and pension provision. In Burkina Faso the
lack of a rural allowance was particularly mentioned, as
were the demands for an increase in the housing allow-
ance and for health insurance. In Ghana reinstatementof the additional hours allowance was highly sought
after, as were improved benefits in retirement. Two of
the private sector respondents were over the age of sixty
and described having to continue to work for financial
reasons. Several simply suggested that an extra cash pay-
ment be made to rural health workers on a monthly or
quarterly basis. In Tanzania the faith-based respondents
largely confined their suggestions to higher salaries, im-
proved pension packages and access to seminars. Re-
garding the latter, there was a perception that public
health workers were favoured with regards to such ac-
cess. The benefits of seminars were closely linked to the
payment of per diems causing them invariably to be re-
ferred to as financial incentives.
Across all three countries respondents suggested the
following non-financial incentives: to increase the num-
ber of staff, enhance access to training and promotion,
avail better equipment for health facilities, including
for staff health and safety, improve housing and pro-
vide transport. In Burkina Faso there was additionally a
strong suggestion from the public sector respondents to
decorate good workers. In Tanzania, the call regarding
housing was in fact for construction materials be given
to health workers for them to build themselves. The re-
quest for support with transport also included reim-
bursement of travel costs to and from work if the lack
of staff houses meant a provider had to rent in town.
Others suggested that utility bills should be subsidized.
None of these suggestions were mirrored in the policy
level respondents ideas indicating a possible mismatch.
A few respondents mentioned a certificate or letter of
appreciation. In Ghana paid study leave was also highly
sought after. In addition, supervision, flexible working
hours and renovation of housing were suggested. Sev-
eral mentioned that it would be helpful if health care
benefits could be extended to all family members and
into retirement.
In Burkina Faso there was overwhelming agreement
that financial incentives should be given to entire
teams. The majority also considered that non-financial
incentives should be given to teams, with the excep-
tion of decorations. Despite the importance of the
team, it was highly accepted that if someone did well
then they should be decorated for this as an individual.
In Tanzania most of the respondents were of the opin-
ion that both financial and non-financial incentives
should go to individual MNH providers. In Ghana no
clear opinion emerges regarding this issue. However,
strong concerns were raised about whether such
schemes would be well and fairly managed. The Ghan-
aian policy makers highlighted how financial incentives
needed to be quite significant to make a difference, and
that the way such incentives proportionally relate to
salary was important.
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This study reaffirms the usefulness of Franco et al. (2002)
framework for exploring health worker motivation at pri-
mary care level in low resource settings [19]. The findings
demonstrate the complex interplay of influences on the
motivation, quality of care and job satisfaction of rural
MNH providers. They also serve to illustrate differences
in views regarding preferred types and modalities of incen-
tives between those at different levels of the health system,
and between the three countries.
Choice of profession and rural posting
The responses from Burkina Faso show that health work
was perceived to be a noble undertaking, whilst those
from Ghana associated the health professions with status
and respect. The responses from Tanzania did not reflect
these impressions. This could be because in Tanzania
many of the respondents were mid or lower level cadres.
Other studies from Tanzania report that such cadres
command less respect from higher qualified staff and pa-
tients [24], and that patients low respect for health
workers can even result in them being blamed for fail-
ings in the system [25]. Indeed, the fear of being wrongly
blamed stood out as a key cause of workplace anxiety
amongst the responses from Tanzania.
Regarding the rural workforce, the recruitment of fe-
male MNH providers emerged as a specific problem in
this area of Burkina Faso, as has also been found in
other conservative settings [26]. Reasons are likely to in-
clude the general challenges women face to do well at
school or to forge a career in Burkinabe society [27]. In
addition, cultural and security concerns appeared to sur-
round the posting of single women away from home, or
expecting a husband to relocate for his wife. The com-
paratively low numbers of female MNH providers is
likely to play a role in the low reported use of some
health centres. A review of 41 Demographic and Health
Surveys revealed that one quarter of women cited the
absence of a female health provider as a reason not to
deliver at a facility [28].
Across all three countries, the concerns about rural
postings partly transcend the health sector. For example,
the state of roads and the availability of utilities like elec-
tricity. However, the view held by the respondents from
Burkina Faso that accommodation was undoubtedly bet-
ter in urban areas, and from those in Ghana that the
state of housing and furnishing were not in keeping with
the providers status could be addressed. This latter con-
cern has also been noted by other studies conducted in
Ghana [29,30]. The wish of those working at rural facil-
ities to be kept abreast of new developments in the sec-
tor could also be tackled. Given the importance attached
to the hierarchy that broadly spans all the responses,
those from higher up the system such as members of theregional health management teams, could provide regu-
lar updates from the central level.
In all the three countries there were some health
workers, often from the area in question, who expressed a
readiness to remain in their rural posting. Community
support has been shown to be crucial for making health
workers feel welcome in such settings [31]. Failure to fa-
cilitate sufficient introduction may mean that only those
actually originating from the area readily manage to
achieve acceptance. As it has been shown that health pro-
fessionals with a rural background are more likely to
accept rural postings [32], the recruitment of students, es-
pecially girls, from local schools who are interested in a
health career should be encouraged. There is also a need
to explore more closely the incentives that these particular
health workers prefer, such as payment of utility bills, ac-
cess to loans at good conditions to facilitate home build-
ing, or the receipt of building materials in kind. The latter
would have the additional advantage of further binding
such health workers to the area. These proposals were all
notably absent from the policy level suggestions of incen-
tives. Others have also drawn attention to the lack of co-
herence between retention measures and an analysis of
the preferences of health workers themselves [32].
More attention could be also be paid to recruiting the
‘right’ health workers, as some faith-based institutions in
Tanzania appear to do routinely by asking for a letter of
motivation. It is noteworthy that the respondents from
Burkina Faso who reported having become health workers
for the benefit of those in their immediate vicinity were
found to be well motivated. Leon and Kolstad (2010) ob-
served that Tanzanian medical students who joined the
profession out of an interest to learn about health were
more likely to remain motivated during their training [33].
It was realized retrospectively that such providers were
assumed to have been well informed when they chose to
become a health profession. However, Kijo (2011) highlight
the lack of support and guidance students in Tanzania re-
ceived from either schools or parents when selecting their
future area of study [34]. Orenuga and da Costa ([35]
p.996) argued that career choice in Nigeria strongly relates
to ‘the image of a profession as a vehicle for the achieve-
ment of personal goals’ [35]. School-leavers in Tanzania
were found to want to study medicine for similar reasons,
whilst their perceptions of nursing were less favourable
[36]. That the expectations of the respondents who were
better informed about what health work actually entails
were more likely to have been met in practice is an import-
ant finding in this regard. There is scope for further re-
search in this area.
Understandings of motivation
In Burkina Faso motivation was understood to be a multi-
faceted concept, spanning financial, verbal (appreciation)
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being a thrust or ‘inner drive’ which alludes to the way
motivation itself cannot be seen [37]. In particular, strong
reference was made to ‘moral motivation’ which may link
with the nobleness ascribed to health work and the widely
mentioned need for health workers to make sacrifices.
The responses from Burkina Faso indicated that the MNH
providers were fairly motivated, which would tie in with
this understanding.
In Ghana and Tanzania the understandings were more
mixed. When asked to define motivation there was a
strong focus on it being a tangible incentive - something
given in addition to one’s salary [20]. There was also some
confusion as to whether such incentives were given to re-
ward good work already done, or work still to be accom-
plished. The respondents from Ghana and Tanzania
described their own motivation as fair to low, which would
fit with this understanding - especially given the views
expressed about salary levels and the widespread resent-
ment held about access to allowances. Despite the defini-
tions given, at other points in the interviews the concept
was also shown to be understood more broadly, with ref-
erence made to the motivation generated from appreci-
ation. Given that most of the respondents in all three
countries were very clear that the goal of their facility was
to serve the community and that community appreciation
was widely appreciated there could be scope to further the
motivation of staff by reinforcing this sense of the purpose
to their work [20].
Job satisfaction
Across the respondent groups from all three countries,
reasonable levels of job satisfaction were revealed. These
largely stemmed from intrinsic factors, such as appreci-
ation from the community, or the pride the providers
took in their work. The latter was particularly the case
in Ghana and ties in with the strong sense of profession-
alism the respondents conveyed. Amongst the findings,
it is notable that those who were from the areas in ques-
tion and worked there for a long time were especially
satisfied. Possibly those who choose to remain at a rural
posting cannot be but motivated to do so. This provides
a further impulse to invest in the recruitment of local
students to train as health workers, and to invest in
strategies to retain health workers long term [32].
In all cases the policy level respondents underestimated
the satisfaction levels of MNH providers. This may indicate
that in their functions at policy level they are on the receiv-
ing end of complaints and that this blurs their perceptions.
It should be noted that the topic guide focused on job satis-
faction and made no reference to dissatisfaction.
None of the respondents reported their superiors tak-
ing a specific interest in their satisfaction. Given the
many problems these rural health providers described, itwould seem that their job satisfaction may be the reason
for their continued work effort [38]. This would suggest
a need to pay closer attention to, and reinforce, MNH
provider satisfaction.
Working conditions
Across all the responses, MNH workloads were felt to
be especially heavy. In general, this was attributed to the
nature of the work and the overall shortage of staff. In
Ghana this stood at odds with the perception of urban
providers that their counterparts in rural areas were lazy -
a finding which could again reflect the lack of status
accorded to rural health work. Lack of staff at facility level
is known to be discouraging and to rob providers of
professional exchange and support [39]. In addition,
many observed MNH to be an area of occupational
risk, with efforts to counter this appreciated [40].
There were indications from Burkina Faso that other
providers were reluctant to become too involved in MNH
tasks. Despite their low numbers female providers at pri-
mary care level in Burkina Faso may carry a disproportion-
ate burden of MNH work, as has been observed in other
settings [41]. This could be addressed by revisiting the div-
ision of labour across facility teams, with particular atten-
tion paid to gender aspects. There could be a need to
further incentivise MNH work. However, the difficulties
of applying financial incentives in isolation are noted in
the literature [42]. For example, in Ghana such a scheme
gives midwives 10% of the fee paid for a delivery. The re-
cipients scorned this amount as being derisory. The policy
level respondents emphasized how financial incentives
need to be in proportion with the recipients basic salary to
make a difference.
Management
Managing rural facilities appeared to be facilitated in
Burkina Faso by the pervasive sense of discipline, respect
for hierarchy and possibly for patriarchy as most facility
and district managers were male. A system of staff ap-
praisal has yet to be fully established. Together these fac-
tors probably explain the negligible importance attached
to such management tools by the respondents. In Burkina
Faso national policy is for biannual integrated supervision
to be carried out by district managers [9]. When carried
out well respondents described such supervision as very
encouraging. However, strong resentment was felt when
district supervisors failed to appear or acted in haste, as
has also been found in other studies [43].
In Tanzania the role of facility managers appeared to be
more difficult. Whilst the existence of a public sector in-
strument for performance appraisal is undoubtedly positive,
its implementation appears to be challenging and it likely
that it will take time for its use to become established [20].
Supervision in Tanzania is team-based [7] but difficulties in
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of lower level cadres at primary level makes supervision ex-
tremely important. Given the difficulty these staff were
shown to face in asking for help and the managers’ views
about having to allocate tasks to individuals to ensure re-
sults, a more supportive, individualized approach to super-
vision, as exercised in Ghana, could be helpful. Indeed, the
respondents from Ghana were the only ones to mention
supervision as a non-financial incentive. An annual per-
formance management tool is quite well established in
Ghana. However, an effect of this has been that great im-
portance is attached to winning the favour of managers,
resulting in competition between staff. The complaints
about managers using their positions to avoid the more un-
pleasant aspects of work showed that this importance is
not necessarily linked to respect.
The differing recent histories of the three countries may
help to explain the divergent findings with regards facility
management. Whilst respect for hierarchies is acknowl-
edged to be strong across Sub-Saharan Africa [44], the
French working culture may have served to particularly
reinforce this tendency in Burkina Faso [45]. Tanzania, by
contrast, experienced a period of socialism, and its people
enjoy a common national language, which includes the
leveling concept of the ‘ndugu’ or brotherhood. However,
Okema (1996) has associated this with challenges includ-
ing indifference and a disregard for authority [46]. This
may help explain the described decline in discipline and
the anxiety providers feel at being blamed for issues be-
yond their control. Chandler et al., 2009 observed that
traditional values in Tanzania are currently experiencing a
period of erosion [24].
Remuneration
A comparison of starting monthly salary for a midwife
in the three countries show the figure to be approxi-
mately 750 UDS in Ghana [47], 180 USD in Burkina
Faso [48] and 175 USD in Tanzania [49]. Whilst this
measure is limited as it does not include allowances or
illustrate the purchasing power parity, it does provide us
with an indication.
Against this backdrop it is interesting to note the ac-
ceptance of low salary found amongst some of the re-
spondents in Burkina Faso, especially the lower cadres
and female providers. It can perhaps be explained by the
importance of hierarchies and gender roles. Indeed,
others have found the main reason health workers in
Burkina Faso remained in the public sector was for the
provision of a good salary [50]. However, it also emerged
that more experienced and better-qualified providers did
not share this acceptance and were more likely to com-
plain about salaries. The district level respondents from
Burkina Faso included medical doctors. They all com-
pared their salary to that of neighbouring countries andindicated a readiness to emigrate. This readiness was not
reflected amongst the sub-cadres of physicians that
make up the other district respondents. This could re-
flect the limited possibilities that such sub-cadres have
to emigrate [51].
The responses from Tanzania and Ghana were unani-
mously dismissive of salary levels, considering them to be
low in relation to the responsibility and volume of work.
This is despite the fact that in 2006 Tanzania implemented
a salary increase for public sector health workers and
Ghana introduced a new public sector wage structure
[52]. The high degree of suspicion that is revealed as to
who earns what could be overcome with greater transpar-
ency. The missing link between salary and performance
was noted across all the countries. However, whilst in
Burkina Faso it appeared that the notion of ‘moral motiv-
ation’ and decorating highly performing staff could help to
bridge the gap, in Tanzania and Ghana the gap was shown
to be resented. This ties in with the predominant under-
standing of motivation as something that was given in
addition to salary to encourage providers to perform well.
Work experience was also not perceived to be recognised
in salary levels, which were considered to be tied to quali-
fications, with token increases for additional functions.
This would offer potential to specifically incentivise work
experience in rural areas, for example, for it to be better
paid or to lead to opportunities for further education or
promotion [31,44,53].
In the responses from Ghana there was a very open
discussion about the financial importance of being able
to undertake additional work in the private sector. In-
deed, this may be a further reason that rural placements
were so disliked [54]. In Burkina Faso and Tanzania only
district level staff mentioned working extra shifts in pri-
vate facilities, which may reflect that such possibilities
are limited for providers based in remote areas.
Interpersonal relations and quality of care
Appreciation from the community was described as en-
couraging in all the contexts. However, relations with
communities were also shown to be complex. From all
the countries the providers indicated that at a rural facil-
ity, and especially in the area of MNH, one’s level of
competence is readily exposed [55]. This could partly ex-
plain why the lower cadres in Tanzania felt unsupported
by their managers [20]. From Burkina Faso there were
reports of patients seeking to win the favour of specific
health workers with gifts and of complaints of sexual
harassment when maternal care was provided by men.
Of particular concern is the view that communities were
to blame for not seeking care in a timely manner, which
could be indicative of a wider problem regarding the
ethics of health workers. D'Ambruoso et al. [56] describe
how interpersonal relations between providers and
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that some providers need to be specifically encouraged
to take personal responsibility for tasks or to work to
the best of their ability.
The complaints made about the poor way that ‘other
‘or ‘younger’ providers, providers from different prov-
inces, or simply providers ‘these days’ treated patients
could be references to certain tendencies or contradic-
tions in the respondents own character from which they
prefer to disassociate themselves. Alternatively, the out-
rage this poor treatment instills in some of the respon-
dents could indicate a need to afford peer criticism
greater attention. It is interesting that the providers’ per-
sonal faith was often referred to as a source of strength
for not being drawn into such behaviours. It is possible
that encouraging greater reflection on ones practice by
creating supportive spaces where poor outcomes can be
discussed, or where providers are sensitized to empathise
with their patients, could also hold some potential.
Only in Burkina Faso were examples given of health
workers feeling sufficiently secure in their teams to ask for
help. This may be because higher qualified staff were often
shown to look down on other providers. Chandler et al.
[24] also note the existence of ‘snobbery ‘between highly
trained and auxiliary workers in Tanzania [24]. In Ghana
competitiveness between staff appears to make it difficult
for colleagues to help one another. The lack of acceptance
of which staff are selected to win awards may also be a re-
flection of this. Freitas (2009) describes how it can be very
hard for auxiliary staff to ask for help when uncertain and
that this makes them particularly likely to hide their mis-
takes [57]. These findings underline the difficulties that
are likely to surround the use of practices such as ma-
ternal audits and learning from medical errors.Incentives
Overall, there is considerable convergence in the types of
financial incentives that were suggested across the three
groups of respondents from both the public and private
sectors. In Burkina Faso a rural allowance was considered
very pressing. This was despite the fact that the housing
allowance provided for all civil servants is notably higher
in rural areas. Health insurance for health workers was
also mentioned. This was already reported to be in place
by the respondents from the other countries. The strong
call for a reinstatement of the additional hours allowance
in the responses from Ghana reflects how the withdrawal
of benefits is an enduring cause of resentment [58]. More-
over, the respondents from Ghana expressed particular
concerns pertaining to pension provision, which were mir-
rored by the faith-based respondents from Tanzania. In-
deed, the differences in employment conditions between
public and facility-based health workers in Tanzania havebeen shown to have more to do with additional benefits
than the salary itself [59].
There is also convergence in the types of non-financial
incentives that were proposed. However, there were con-
trasts too, with supervision only found in the suggestions
from Ghana and decorating health workers only men-
tioned frequently in the responses from Burkina Faso.
Amongst the respondents from Burkina Faso, there
was strong agreement that incentives should be given to
teams, with the exceptions of prizes for health workers.
In Ghana the respondents had mixed views, whilst the
responses from Tanzania revealed a preference for in-
centives to be given to individuals. The strong sense of
team in Burkina Faso requires further clarification. It is
possible that the Tanzanian respondents preference for
incentives to go to individual providers may have been
coloured by the ongoing, in-country policy debate and
pilot schemes that feature this modality.
Limitations
This study drew its respondents from rural health centres
in two or three districts of the countries concerned. The
authors collectively command a strong knowledge of
the settings and consider the respondents demonstrate
‘recognizable consistency’ with their context [60]. Given the
coherence of the findings, they may be transferrable to
other very similar, rural settings in the three countries
concerned. Beyond the importance of the findings for the
QUALMAT project’s ongoing research, the issues may
reflect phenomena of broader relevance, of which policy-
makers in the three countries should be cognisant.
However, they clearly cannot be generalised statistically. By
comparing the findings the tendency to generalisation may
have been intensified and the reader is cautioned to this
effect.
Furthermore, attention is drawn to a potential selection
bias as only MNH providers and managers that were at
their posts could be interviewed. It is arguable that these
respondents are likely to be comparatively well motivated.
Alternatively, they may have remained in their positions
due to the failure of policies and management strategies
and be less motivated for this very reason. The possible
distortion that this may have introduced to the under-
standings of motivation should be born in mind.
It was retrospectively observed that the fact that the
interviewers were part of the same social fabric as the
respondents may have blinkered their ability to respond
to the emerging definitions. Combined with the reason-
ably structured nature of the topic guide, this may have
resulted in concepts not being fully explored.
Conclusions
The terms and concepts pertaining to motivation were
shown to vary across the three settings. The extent to
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perceived their own levels of motivation requires greater
clarification.
In Burkina Faso, provider sex appeared to play a role in
rural staff recruitment and available female providers may
be carrying a particularly high MNH workload. This under-
lines the importance of gender-sensitive health workforce
planning and retention strategies for progress in MNH.
Across all the countries there were indications that pro-
viders sometimes failed to treat their patients well and
might find it hard to ask their colleagues for help. The
training that all levels of MNH providers receive in profes-
sional ethics and the way this training is reinforced in prac-
tice, including through supervision, require closer attention.
Given the extent of the contrasts between the findings,
in-depth country-level research may be considered an
essential precondition for the introduction of incentive
schemes. In all three settings, some providers who were
willing to work in rural areas were found. Greater effort
could be invested in understanding their profile, the
types of incentives they would prefer, and if there are
modalities that could reinforce this readiness to remain.
Any incentive scheme will be affected by the facility man-
agement capacity, the challenges associated with estab-
lishing performance appraisal tools, the intransparency
shown to surround financial issues in some of the settings,
pre-existing divisions between cadres as well as local prefer-
ences for certain types and modalities of incentives.QUALMAT
The QUALMAT research project (Quality of Maternal
and Prenatal Care: Bridging the Know-do Gap) funded
as part of the 7th Framework Programme of the Euro-
pean Union (grant agreement 22982) is a collaboration
between the Centre de Recherche en Santé de Nouna
(Burkina Faso), Ghent University (Belgium), Heidelberg
University (Germany), Karolinska Institute (Sweden),
Muhimbili University of Health and Allied Sciences
(Tanzania), and Navrongo Health Research Centre (Ghana).
The overall objective of this research is to improve the mo-
tivation and performance of health workers and ultimately
the quality of pre-natal and maternal care services. The
intervention packages include the development and imple-
mentation of a system of performance based incentives and
a computer-assisted clinical decision support system
(CDSS) based on WHO guidelines. The interventions are
evaluated in a pre-post controlled study design in rural
Burkina Faso, Ghana and Tanzania between 2009–2014.Abbreviations
GNI: Gross National Income; MDG: Millennium Development Goal;
MNH: Maternal and neonatal health; OECD: Organisation for Economic
Cooperation and Development; PHC: Primary Health Care; USD: American
dollars.Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
HP was highly involved in development of the topic guide, undertook
preliminary coding for Tanzania data, cross coding and further rounds of
coding and analysis for all countries, led process of exchange during analysis,
prepared the first draft of the article. MK gave input to the topic guide,
undertook the pre-test of the French version of the topic guide, conducted
the interviews in Burkina Faso, transcribed the interviews, undertook
preliminary coding, endorsed the further stages of coding and analysis for
the Burkina Faso data. GA gave input to the topic guide, conducted and
transcribed the interviews in Ghana, undertook preliminary coding, endorsed
the further stages of coding and analysis for the Ghana data. JW gave input
to the topic guide, endorsed the further stages of coding and analysis for
the Ghana data. DK gave input to the topic guide, undertook the pre-test
and conducted the interviews in Tanzania, transcribed and translated the
interviews, coordinated the quality control thereof, endorsed the stages of
analysis for the Tanzania data. MTL led the processes of developing the topic
guide, endorsed the coding and analysis of the Tanzania data after each
round and contributed to the development of the article. MY gave input to
the topic guide, endorsed the stages of analysis for the Burkina Faso data,
provided input to the article. MM backstopped the development of the topic
guide and contributed to the article. RS contributed to the study design,
contributed to developing the topic guide, oversaw the analysis and
contributed to the article. All the authors read and approved the final
manuscript.
Acknowledgments
Untold gratitude is extended to the respondents who gave their time to
partake in these interviews.
Helpful comments on an earlier draft were gratefully received from Bergis
Schmidt-Ehry, Siegrid Tautz and Rainer Kuelker. The comments of the two
peer reviewers selected by the journal are acknowledged for having helped
the authors improve the discussion section.
Thanks are also extended to Ben Meehan, NVivo trainer and consultant.
An overview of these findings was presented at the 13th Triennial World
Congress on Public Health, April 23–27, 2012 Addis Ababa, Ethiopia.
Author details
1Institute of Public Health, University of Heidelberg, Im Neuenheimer Feld
324, Heidelberg 69120, Germany. 2Nouna Health Research Centre (CRSN),
Nouna, Burkina Faso. 3Navrongo Health Research Centre, Navrongo, Ghana.
4School of Public Health and Social Sciences, Muhimbili University of Health
and Allied Sciences, Dar es Salaam, Tanzania.
Received: 9 February 2012 Accepted: 22 April 2013
Published: 25 April 2013
References
1. Parkhurst JO, Penn-Kekana L, Blaauw D, Balabanova D, Danishevski K, Rahman
SA, Onama V, Ssengooba F: Health systems factors influencing maternal
health services: a four-country comparison. Health Policy 2005, 73(2):127–138.
2. World Health Organization: Packages of interventions for family planning, safe
abortion care, maternal, newborn and child health. Geneva: WHO; 2010.
3. World Health Organization: Trends in maternal mortality: 1990–2008.
Estimates developed by WHO, UNICEF, UNFPA and The World Bank. Geneva:
WHO; 2010.
4. World Health Organization: World health statistics. 2010. http://www.who.int/
whosis/whostat/EN_WHS10_Full.pdf.
5. The World Bank: World Bank online data. http://data.worldbank.org/
indicator/.
6. United Nations Development Programme (UNDP): Human development
report 2011 Sustainability and equity: a better future for all. New York:
UNDP; 2011.
7. Ministry of Health and Social Welfare: Health sector strategic plan 2009 –
2015 (HSSP III) ‘Partnership for delivering the Millennium Development Goals’.
Dar-es-Salaam: Government of Tanzania; 2009.
8. United Nations Economic and Social Council (ECOSOC): Development strategies
that work: policies to reduce maternal mortality. Ghana; 2007. http://www.un.org/
en/ecosoc/docs/pdfs/achieving_global_public_health_agenda.pdf.
Prytherch et al. BMC Health Services Research 2013, 13:149 Page 15 of 15
http://www.biomedcentral.com/1472-6963/13/1499. Ministère de la Santé: Plan national de développement sanitaire 2011–2020.
Ouagadougou: Gouvernement du Burkina Faso; 2011.
10. World Health Organization: Global health atlas. http://apps.who.int/globalatlas/.
11. International Fund for Agricultural Development: Rural poverty in Ghana. 2010.
http://www.ruralpovertyportal.org/web/guest/country/home/tags/ghana.
12. Kingma M: Migration patterns of health professional. Cah Sociol Demogr
Med 2005, 45(2–3):287–306.
13. Organization for Economic Co-operation and Development (OECD): Immigrant
health workers in OECD countries in the broader context of highly skilled
migration. In International migration outlook, Part III, Sopemi. Paris: OECD; 2007.
14. Shinn DH: African migration and the brain drain. Ljubljana, Slovenia: Paper
Presented at the Institute for African Studies and Slovenia Global Action; 2008.
15. Konseiga A: Regionalism in West Africa: Do polar countries reap the benefits?
a role for migation. Bonn: Institute for the Study of Labour (IZA) Discussion
Paper 1516; 2005.
16. Nzinga J, Mbindyo P, Mbaabu L, Warira A, English M: Documenting the
experiences of health workers expected to implement guidelines during
an intervention study in Kenyan hospitals. Implement Sci 2009, 4:44.
17. Leonard KL, Masatu MC: Professionalism and the know-do gap: exploring
intrinsic motivation among health workers in Tanzania. Health Econ 2010,
19(12):1461–1477.
18. Luoma M: Increasing the motivation of health care workers. Capacity Project.
Technical brief 7. Chapel Hill, N.C: IntraHealth International Inc; 2006.
19. Franco L, Bennett S, Kanfer R: Health sector reform and public sector health
worker motivation: a conceptual framework. Soc Sci Med 2002, 54:1255–1266.
20. Prytherch H, Kakoko DCV, Leshabari MT, Sauerborn R, Marx M: Maternal and
newborn health care providers in rural Tanzania: in-depth interviews
exploring influences on motivation, performance and job satisfaction.
Rural Rem Health 2072, 2012:12.
21. Fischer R, Miu-Chi Lun V: Measuring cognition and motivation across cultural
groups. In Handbook of motivation and cognition across cultures. Edited by
Richard S, Susumu Y. San Diego: Academic Press/Elsevier; 2008:565–567-589.
22. Mason J: Qualitative research. Thousand Oaks, California: Sage; 1996.
23. Landis JR, Koch GG: The measurement of observer agreement for
categorical data. Biometrics 1977, 33:159–174.
24. Chandler CIR, Chonya S, Mtei F, Reyburn H, Whitty CJM: Motivation, money
and respect: a mixed methods study of Tanzania non-physician
clinicians. Soc Sci Med 2009, 68:2078–2088.
25. Mbilinyi D, Daniel ML, Lie GT: Health worker motivation in the context of
HIV care and treatment challenges in Mbeya Region, Tanzania: a
qualitative study. Health Serv Res 2011, 11:266.
26. Rahman SM, Ali NA, Jennings L, Seraji MHR, Mannan I, Shah R, Al-Mahmud
AB, Bari S, Hossain D, Das MK, Baquil AH, Arifeen SE, Winch PJ: Factors
affecting recruitment and retention of community health workers in a
new born care intervention in Bangladesh. Hum Resour Health 2010, 8:12.
27. United Nations: Convention on the elimination of All forms of discrimination
against women, sixth periodic report of states parties Burkina Faso, committee
on the elimination of discrimination against women. New York: UN; 2009.
28. Lee AC, Lawn JE, Cousens S, Kumar V, Osrin D, Bhutta ZA, Wall SN, Nandakumar AK,
Syed U, Darmstadt G: Linking families and facilities for care at birth: what works
to avert intrapartum-related deaths. Int J Gynecol Obstet 2009, 107(Suppl 1):65–88.
29. Snow RC, Asabir K, Mutumba M, Koomson E, Gyan K, Dzodzomenyo M, Kruk
M, Kwansah J: Key factors leading to reduced recruitment and retention
of health professionals in remote areas of Ghana: a qualitative study and
proposed policy solutions. Hum Resour Health 2011, 9:13.
30. Agyepong IA, Anafi P, Asiamah E, Ansah EK, Ashon DA, Narh-Dometey C:
Health worker (internal customer) satisfaction and motivation in the
public sector in Ghana. Int J Health Plann Mgmt 2004, 19:319–336.
31. Frehywot S, Mullan F, Payne PW, Ross H: Compulsory service programmes
for recruiting health workers in remote and rural areas: do they work?
Bull World Health Organ 2010, 88:364–370.
32. Dolea C, Stormont L, Braichet JM: Evaluated strategies to increase
attraction and retention of health workers in remote and rural areas. Bull
World Health Organ 2010, 88:379–385.
33. Leon BK, Kolstad JR: Wrong schools or wrong students? the potential role
of medical education in regional imbalances of the health workforce in
the united republic of tanzania. Hum Resour Health 2010, 8:3.
34. Kijo G: Daily activities of nursing auxiliaries and technicians in relation to ethical
events. Dar-es-Salaam: The Citizen newspaper; 2011. http://www.thecitizen.co.
tz/magazines/33-success/13590-career-dilemma-facing-the-youth.html.35. Orenuga OO, da Costa OO: Characteristics and study motivation of
clinical dental students in Nigerian universities. J Dent Educ 2006,
70(9):996–1003.
36. Kikwilu EN, Mugonzibwa EA, Rugarabamu PGN, Ntabaye MK: Tanzanian
high school Student’s attitudes towards five university professional
courses. East Afr Med J 2000, 77(3):143–146.
37. Denhardt RB, Denhardt JV, Aristigueta MP: Managing human behaviour in
public and nonprofit organisations. Thousand Oaks, C.A.: Sage Publications
Inc; 2008.
38. Bennett S, Franco LM: Public sector health worker motivation and health sector
reform: a conceptual framework. Bethesda, M.D: Major Applied Research 5,
Technical Paper 1; Partnerships for Health Reform, Abt Associates Inc; 1999.
39. World Health Organization: The world health report 2006: working together
for health. Geneva: WHO; 2006.
40. International Council of Nurses: Nurse retention and recruitment: developing a
motivated workforce. Geneva: ICN; 2005.
41. Save the Children: State of the World’s Mothers 2010, Women on the Front
Lines of Health Care. London: Save The Children; 2010.
42. Willis-Shattuck M, Bidwell P, Thomas S, Wyness L, Blaauw D, Ditlopo P:
Motivation and retention of health workers in developing countries:
a systematic review. Health Serv Res 2008, 8:247.
43. Dieleman M, Toonen J, Touré H, Martineau T: The match between
motivation and performance management of health sector workers in
Mali. Hum Resour Health 2006, 4:2.
44. Wiskow C: Personalmanagement im Gesundheitssystem Kameruns – wenn
Reformen auf Menschen treffen. Lage: Verlag Hans Jacobs; 2001.
45. Centre for Intercultural Learning (CIL), Canadian Foreign Service Institute,
Foreign Affairs and International Trade Canada: Country insights. Burkina
Faso, Québec: CLI; 2009.
46. Okema M: Political culture in Tanzania. Lewiston, N.Y: Edwin Mellen Press; 1996.
47. Government of Ghana, Controller and Accountants General’s Directorate:
Health Workers’ payroll. Accra: Government of Ghana; 2011.
48. Gouvernement du Burkina Faso: Direction des Affaires Financières, Avant-
Projet de Budget 2012. Ouagadougou: Gouvernement du Burkina Faso; 2011.
49. Government of Tanzania: Salary circular of the united republic of Tanzania.
Dar-es-Salaam: Government of Tanzania; 2011.
50. Ensor T, Chapman G, Barro M: Paying and motivating CSPS staff in Burkina
Faso: evidence from two districts. Initiative for maternal mortality programme
assessment. Aberdeen: University of Aberdeen; 2006.
51. World Health Organization: Mid-level health providers – a promising resource
to achieve the health millennium development goals. Geneva: WHO; 2010.
52. Antwi J, Phillips D: Wages and health worker retention: evidence from the
public sector wage reforms in Ghana. Washington DC: The World Bank; 2011.
53. World Health Organization: Increasing access to health workers in remote and
rural area through improved retention: global policy recommendations.
Geneva: WHO; 2010.
54. McCoy D, Bennett S, Witter S, Pond B, Baker B, Gow J, Chand S, Ensor T,
McPake B: Salaries and incomes of health workers in sub-Saharan Africa.
Lancet 2008, 371:675–681.
55. Davis R, Weiss Roberts L: Ethics conflicts in rural communities: patient-
provider relationships. In Handbook for rural health care ethics: a practical
guide for professionals. Edited by Nelson WA, Hanover NH. University Press
of New England: Dartmouth College Press; 2009:85–107.
56. D’Ambruoso L, Abbey M, Hussein J: Please understand when I cry out in
pain: women's accounts of maternity services during labour and delivery
in Ghana. BMC Public Health 2005, 5:140.
57. Freitas GF: Daily activities of nursing auxiliaries and technicians in
relation to ethical events. Rev Latino-am Enfermagem 2009, 17(4):449–454.
58. Ruwold P, Perry S, Yumkella F, Sagoe K: Assessment of the additional duty
hours allowance (ADHA) scheme. Capacity Project and Ghana Ministry of
Health: Chapel Hill NC; 2007.
59. Songstad NG, Moland KM, Massay DA, Blystad A: Why do health workers in
rural Tanzania prefer public sector employment? Health Serv Res 2012, 12:92.
60. Williams M: Interpretivism and generalisation. Sociology 2000, 34(2):209–224.
doi:10.1186/1472-6963-13-149
Cite this article as: Prytherch et al.: Motivation and incentives of rural
maternal and neonatal health care providers: a comparison of
qualitative findings from Burkina Faso, Ghana and Tanzania. BMC Health
Services Research 2013 13:149.
